has conferred a new significance upon genitourinary medicine which is necessarily involved in all aspects of patient care, surveillance and prevention. HIV should now be considered a relevant issue for discussion with all presenting patients who are at-risk of contracting any sexually transmitted disease. Targetting education at individuals together with the successful implementation of other control strategies through genitourinary medicine clinics provides exceptional opportunities to inhibit the further spread of HIV infection and to reduce morbidity from other STD and related pathology in the wider community.
The advent of antibiotic therapy in the post war period changed the nature of clinical practice in sexually transmitted diseases (STD). As treatment courses and follow-up became shorter, and patients could be reasonably assured of full restoration to health, management became almost wholly outpatient based. The simple treatment schedules belied a sophisticated and advanced management approach. Increased emphasis was placed upon disease detection and prevention. Health education of young people in schools and one-to-one discussion with patients in the non-judgemental clinic setting, combined to promote personal awareness of STD and was an important adjunct to effective treatment. Early attendance, comprehensive screening of those who perceived themselves "at-risk", laboratory methods which increased speed of diagnosis, and effective contact tracing combined to control prevalence.' By reducing the incidence of potentially devastating complications of STD they also proved cost-effective.2 In spite of these successes in the UK, the STD services were regarded as a low health-care priority and were ill-prepared to meet the increased workload imposed by the changes in sexual mores during the sixties and seventies. The lack of resources posed an increasing and real threat to the acceptability and accessibility of clinics. ' All that has changed. 26% in 1987.7 Clearly the time when the HIV problem could be considered to be a problem peculiar to London has long passed. Viewed nationally, of 1,078 seropositive attenders, 20% had AIDS, 16% other CDC Group IV disease, 17% persistent generalised lymphadenopathy 17%, and the other 47% were asymptomatic.
Despite a falling incidence of gonorrhoea and syphilis during the BCCG study period, the prevalence of other STD in gay men remained unchanged at 3000. For many their change in sexual behaviour has come too late to prevent their acquiring HIV infection. Others are still manifestly failing to adopt safe sexual practises which would protect them against all STD.
A worrying feature in this study was the decreasing acceptance of HIV testing by susceptible attenders which denies both the patient and their consorts the potential advantages of early diagnosis.7 Consent to screening was given by less than one third of attenders in Thames as compared with two thirds of attenders in the North and Midlands. Undoubtedly, acceptance of HIV testing has been adversely affected by publicity about the consequences when testing has been performed by those inadequately prepared to support and counsel the positive patient. Clearly, HIV testing should only be performed by those with the necessary resources of time and personnel who accept, from the outset, the obligations to the patient of confidentiality and long term care. The new resources directed at genitourinary clinics should permit all genitourinary physicians to accept these commitments unreservedly.
Genitourinary physicians have an important monitoring role. They alone can provide a sensitive indicator of the sexual spread of infection. There has been an 'ngoing national collaborative study involving genitourinary physicians and the Public Health Laboratory Service since 1985.8 Up until 1988, it appeared that almost all HIV positive heterosexuals were either IVDA, known consorts of at-risk patients, or had been heterosexually infected abroad. However, there have been recent signs of heterosexual acquisition outside these groups in both London and provincial teaching centres.
PREVENTION
The reported fall in heterosexual attendances at STD clinics, following the initial national AIDS information campaigns, has been small. 9 The majority of clinic patients still do not perceive HIV to be an issue which concerns them. However, the prevalence of HIV seropositivity in homosexual men was high before overt AIDS cases appeared;'0 observed changes in sexual behaviour were a reaction to the latter. To prevent a repetition of this experience within the larger heterosexual community, those who are at greatest risk of sexual acquisition of HIV-that is, those who are currently acquiring other STDshould be targeted for intensive educational efforts. The current low incidence of AIDS in heterosexuals has promoted a false security, to counteract which education must remain our major tool.
The acknowledged importance of other STD, especially genital ulceration, as co-factors in the acquisition and transmission of HIVV," 12 argues for a strengthening of all modalities of STD control to prevent AIDS spread. Many genitourinary physicians now believe that active case finding methods should be applied equally to HIV/AIDS. The argument that HIV infection is different from other STD is spurious. That it is life-threatening should heighten rather than diminish control efforts. Discussion of HIV/AIDS and the offer of HIV antibody testing should now become a routine part of the genitourinary medicine consultation. Whilst patient consent to testing must remain a prerequisite, a decision to refuse testing should follow rather than precede information about the issues. 
